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Abstract
Purpose: Physicians are encouraged to use inclusive language regarding sexuality in order to help all adolescent
patients feel accepted. Non-inclusive language by physicians may influence relationships with adolescent pa-
tients, especially those with still-developing sexual identities. The aim of this study was to identify patterns
of physicians’ use of inclusive and non-inclusive language when discussing sexuality.
Method: A total of 393 conversations between 393 adolescents and 49 physicians from 11 clinics located
throughout the Raleigh-Durham, North Carolina, area were audio recorded. Conversations were coded for the
use of inclusive talk (language use that avoids the use of specific gender, sex, or sexual orientation language),
direct non-inclusive talk (language use that assumes the teenager is heterosexual or exclusively engages in het-
erosexual sexual activity), and indirect non-inclusive talk (language use that frames talk heterosexually but does
not pre-identify the adolescent as heterosexual).
Results: Nearly two-thirds (63%, 245) of the visits contained some sexuality talk. Inclusive talk rarely occurred
(3.3%) while non-inclusive language was predominant (48.1% direct and 48.6% indirect). There were no signif-
icant differences in language use by gender, age, adolescent race, or visit length. These non-significant findings
suggest that all adolescents regardless of race, gender, or age are receiving non-inclusive sexuality talk from their
providers.
Conclusion: Physicians are missing opportunities to create safe environments for teenagers to discuss sexuality.
The examples of inclusive talk from this study may provide potentially useful ways to teach providers how to
begin sexuality discussions, focusing on sexual attraction or asking about friends’ sexual behavior, and maintain
these discussions.
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Introduction
Most sexual minority youth report high levels of ad-justment and good relations with family and friends.1,2
However, they still have more health risk behaviors, worse
health outcomes than other adolescents, and experience much
higher rates of harassment, violence, and suicide attempts
than non-minority adolescents do.3–14 Sexually transmitted
infections, including those due to human immunodeficiency
virus (HIV) are over-represented among sexual minority
youth.15 Many of these adverse outcomes are potentially pre-
ventable by early identification and intervention with youth
who are at risk. Interactions between physicians and sexual
minority adolescents provide an opportunity to identify and
intervene to support healthy development that may avert ad-
verse health outcomes for at-risk youth.
The American Academy of Pediatrics recommends sexual-
ity discussions with adolescents as an explicit element of
health supervision with adolescents.16 One challenge faced
by physicians is the creation of an environment in which ado-
lescents feel safe in exploring questions of sexual behavior,
sexual attraction, and sexual identity. Rigid dichotomous sex-
ual identity labels such as ‘‘heterosexual’’ and ‘‘homosexual’’
may not fit adolescents because sexual behaviors, attractions,
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thoughts, behaviors, fantasies, and identities are still develop-
ing and responding to multiple factors in their environ-
ments.17–21
That sexuality and sexual identity development are fluid
and dynamic during adolescence means that patients may
benefit when physicians use a clinical approach that is inde-
pendent of categorical terms such as ‘‘heterosexual’’ and
‘‘homosexual’’ (or any of its associated sexual identity la-
bels).22,23 In other words, physicians should be able to dis-
cuss issues of sexuality without depending on whether
adolescents have adopted a given sexual identity.
In this paper, we use the term ‘‘sexual majority’’ to refer
generally to adolescents attracted to different gendered indi-
viduals. We use the term ‘‘sexual minority’’ to specify a di-
verse array of gender and sexual orientations, gender and
sexual identities, and gender of preferred partners. Sexual
minority includes widely-used words such gay, lesbian, bi-
sexual, transgender, questioning, and queer (GLBTQ) but fo-
cuses on social minority status to amplify the stigma and
discrimination associated with these labels.24 Sexual major-
ity sexuality development and sexual minority sexuality de-
velopment are not identifiable and distinct entities that can be
categorized or predicted reliably.23 This perspective on la-
bels is key to our research because the variable, overlapping
and fluid trajectories of majority sexuality development and
minority sexuality development means that physicians must
develop a clinical approach to adolescents that is not exclusive
binary terms such as ‘‘heterosexual’’ and ‘‘homosexual.’’22,25
Use of such terms in clinical interchanges may contribute to
sexual minority adolescents perceptions of clinical setting fo-
cused on heterosexuality, infrequent discussions of sexuality
with providers, and feeling ‘‘invisible.’’26
In recent years, a number of scholars have outlined impor-
tant ways physicians can engage in these discussions to help
adolescents, and particularly, sexual minority adolescents
feel comfortable and accepted.27–30 Language use plays an
important role in the physician-patient relationship, and
may inadvertently contribute to stigma associated with sex-
ual identity.31–33 Even subtle language use may alert teenag-
ers about the safety of disclosures of same-sex attractions or
behavior. In fact, the non-inclusive language use in clinical
encounters could be a form of ‘‘microaggressions’’—subtle,
unintentional, commonplace verbal usages that convey neg-
ative impressions to sexual minority youth.34
One approach to addressing issues of sexuality and sexual
identity is to use language that is inclusive regarding sexual-
ity and not based on a norm of heterosexuality. Many adoles-
cents have not yet developed the communication skills to
identify their own thoughts and feelings about their sexual-
ity, let alone initiate discussions of sexuality with a physi-
cian. Many physicians often avoid or truncate even the
most basic discussions of sexuality,35 so language that as-
sumes heterosexuality may additionally inhibit discussions
with sexual minority youth. However, little research directly
documents the type of language used by physicians during
sexuality discussions with adolescents who are still forming
a clear understanding of their sexual attractions and identity.
Based in the idea that inclusive sexual language allows phy-
sicians to address sexuality with both sexual majority and sex-
ual minority youth, the aim of this study is to identify the type
of sexuality language used by physicians during annual pre-
ventive health visits with adolescents. Three categories of lan-
guage were assessed: inclusive language that contained gender
neutral and inclusive language regarding sexual activity, sex-
uality, dating, or sexual identity; direct non-inclusive language
that explicitly refers to the teenager as heterosexual; and indi-
rect non-inclusive language that assumes heterosexuality but
does not directly identify the adolescent as heterosexual.
Methods
Human subjects approval
The study was approved by the Duke University School of
Medicine Institutional Review Board (IRB) and given ex-
empt status by the Purdue University IRB.
Study overview
The sexuality conversations analyzed for this study came
from the Teen CHAT Study—a randomized, controlled trial
teaching physicians how to counsel overweight 12- to 18-
year-olds on obtaining a healthy weight.36 Primary care physi-
cians were approached in eleven clinics in the Raleigh-Durham,
North Carolina, area (3 academic- and 8 community-based prac-
tices). The clinics included rural, suburban, and urban settings.
The Teen CHAT Study was a staggered recruitment design,
divided into three consecutive phases: Phase 1 involved the
collection of baseline audio recordings between physicians
and overweight adolescents; Phase 2 was an Intervention
phase in which half of the physicians were taught counseling
techniques for their adolescent patients regarding healthy
weight: Motivational Interviewing techniques and the use of
the 5A’s for counseling on achieving healthy weight (Ask,
Advise, Assess, Assist, and Arrange); Phase 3 was a Summary
Report phase in which physicians were provided with a writ-
ten summary of the patients’ six risk factors linked to obesity
(physical activity, screen time, sleep, fast food, breakfast, and
consumption of sweetened beverages) based on data collected
from the adolescent before the audio recorded visit.
Physicians were recruited in Phase 1 and randomized to ei-
ther the web-based intervention arm or control arm in Phase
2. Different patients of randomized physicians were recruited
in each of the three phases. All preventive health and chronic
care visits were audio recorded at all three phases of the Teen
CHAT study.
Participants
For this paper, we included all annual health visits be-
tween November 2009 and October 2012, which included
adolescent participants from all three phases of the study.
Physicians
All physicians provided written consent. Physicians con-
sented to have conversations with adolescent patients
recorded and analyzed for talk about preventive health topics
including sensitive topics such as smoking, drinking, alco-
hol, and sex. Before each visit, physicians were notified
that their conversation was being recorded.
Teenagers and parents
All 18-year-old adolescent participants provided written
consent. For adolescents under 18 years old, adolescents pro-
vided written assent, while their parents provided written
consent. Adolescents consented to have their visits audio
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recorded with their physician and answered a series of ques-
tions related to weight and other sensitive topics.
Measures
Demographic information was collected from physicians
and adolescents after obtaining written consent/assent.
Although the main Teen CHAT study recorded a variety
of types of visits such as first time visits, follow-up visits,
and health maintenance visits, we only analyzed annual visits
for this study because the American Association of Pediatrics
(AAP) and American Medical Association (AMA) recom-
mend that during these visits physicians should discuss sex-
uality development and other preventive health issues such
as alcohol, tobacco, and drug use, as well as other safety is-
sues with their adolescent patients.16
All visits were audio recorded and later reviewed by two
research assistants for all questions (e.g. ‘‘Have you started
having sex?’’), comments (e.g. ‘‘I wanted to talk to you
today about sex and about birth control.’’), and discussions
related to sexual activity, sexuality, dating, or sexual iden-
tity. Sexuality talk varied from one simple comment lasting
3 seconds to a longer, detailed 5-minute discussion. Twenty
percent of the audio recordings were double coded for reli-
ability. Disagreements were discussed and final decisions
made by consensus. Coders demonstrated strong agreement
for sexuality talk (Cohen’s Kappa = 0.93, 97%; C.I., .96,
1.0). Once all sexuality talk was identified in a conversation,
the sexuality talk was transcribed verbatim.
Based on the transcripts, a codebook was developed to
code for the type of language used during the conver-
sations. Three styles of sexuality talk were examined: in-
clusive, direct non-inclusive, and indirect non-inclusive.
‘‘Inclusive talk’’ is defined as physicians’ discussion of
sex, sexual behaviors, and sexuality while avoiding the
use of specific gender, sex, or sexual orientation language
(unless it was pertinent to the adolescent’s previous state-
ments). When physicians talk with inclusive language,
they use gender-neutral language, do not attempt to have
the teenager identify or disclose a sexual orientation, and
accept the language teenagers use to describe themselves.
‘‘Direct non-inclusive talk’’ is defined as physicians’ use
of language that assumes the teenager is heterosexual or
exclusively engages in heterosexual sexual activity (e.g.
‘‘Do you have a girlfriend?’’). ‘‘Indirect non-inclusive
talk’’ is defined as physicians’ discussion of sexuality in
a heterosexually framed manner but does not pre-identify
the adolescent as heterosexual (e.g. ‘‘A lot of teenagers
your age are starting to date girls.’’). See Table 1 for a sum-
mary of definitions and multiple examples of each style.
Two research assistants were trained on the codebook and
training consisted of 10 hours over three days. All transcripts
were reviewed and coded for types of language use (inclusive,
direct non-inclusive, and indirect non-inclusive). Twenty
percent of the transcripts were double coded for reliability.
Disagreements were discussed and final decisions were
made by consensus. Research assistants demonstrated strong
reliability (Cohen’s Kappa = .84; 95% CI .72, .97).
Analysis
We used both quantitative and qualitative analyses.
Quantitatively, we examined differences in means and fre-
quencies of adolescent demographics, adolescent participa-
tion in sexuality talk, and visit characteristics between our
three styles of sexuality talk by conducting a series of
ANOVAs and v2s using SAS 9.3 (Cary, NC). Qualitatively,
we used open and focused coding37–43 of the sexuality talk
transcripts to identify specific communication strategies
used by physicians and adolescents. First, we sorted sexual-
ity conversations into three groups based on the language
use (inclusive, direct non-inclusive, and indirect non-inclu-
sive). Next, we read transcripts in each group in close detail
using an inductive approach to identify themes. As patterns
began to emerge, we reviewed the transcripts again to iden-
tify specific examples. As a fuller picture of the conversa-
tions developed for the specific type of conversation, we
compared transcripts side-by-side within the group. After
we reviewed and identified the themes in one type of sexu-
ality conversation, we then moved to the other types of sex-
uality talk and repeated the process again. We did this for
all three groups.
Results
Sample characteristics
We had a total sample of 393 adolescents (see Table 2).
Their mean age was 14.5 (SD= 1.9). Fifty-three percent
were female, 40% were White, 47% were Black, and 2%
were other races. We had a total sample of 49 physicians
who averaged 41.1 (SD= 8.5) years of age. Fifty-seven per-
cent were female, 88% were pediatricians, 88% were White,
6% were Black, and 6% were Asian. Physician completed
medical school an average of 12.3 (SD = 9.0) years ago.
The average visit lasted 22.4 minutes. Approximately
two-thirds (63%; 245/393) of physician-adolescent conver-
sations contained some sexuality talk (data not shown).44
Table 2 shows the demographics of the visits that included
sexuality talk versus the visits that did not include sexuality
talk.
Quantitative analysis
Table 3 shows that sexually inclusive language was used
in 8/245 (3.3%) conversations with direct non-inclusive lan-
guage used in 118/245 (48.1%) conversations and 119/245
(48.6%) used indirect non-inclusive language. There were
no significant differences in language use by gender or
race. We found no relationship between language use and ad-
olescent age or visit length. In each of the 8 cases in which
inclusive language was used, the adolescents were alone
with the physician. However, the overall contingency table
(Adolescent Alone X Language Use) was not significant
(Fisher’s exact test, P= .11). We also examined whether the
setting was associated with the use of inclusive language.
We found that none of the 16 adolescents seen in rural areas
experienced inclusive language. Academic centers accounted
for 7 of the encounters and urban centers for 1 of the encoun-
ters in which inclusive language was used. However, these dif-
ferences were not statistically significant (Fisher’s exact test,
P= .18).
We examined the association between adolescent partic-
ipation level in sexuality conversations and physician lan-
guage use and found no significant relationship (v2 = .55).
The physicians initiated all sexuality discussions. We also
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examined whether the Teen CHAT intervention was associ-
ated with differences in inclusive language use, but found
that the cell sizes for inclusive language were too small
for a logistic regression analysis to be valid.
Qualitative analysis
Using qualitative methods, we used open and focused cod-
ing37–43 of the sexuality talk based on type of language use.
Inclusive language talk was often initiated in one of two
ways: by focusing on attraction and by asking about friends.
Physicians who used inclusive language used three techniques
to maintain this style of sexuality talk: normalizing and legit-
imizing different attractions; emphasizing non-judgment;
and allowing for additional discussion. Sexuality discussions
of physicians using non-inclusive language discussions were
characterized by numerous pauses and hesitations, and by
very rapid changes in topic.
Starting the inclusive conversation
Focusing on attraction. Physicians who used inclusive
talk often focused on attraction rather than behavior. Five
of the eight inclusive conversations began this way with
two additional conversations incorporating attraction into
their discussions early in the discussion. The use of attraction
language suggests an effort to understand a teenager’s sexual
identity rather than staying focused on sexual behavior. This
type of language was exemplified by phrases such as, ‘‘I
know some teenagers who are attracted to girls, I know
some teenagers who are attracted to boys, and I know
some teenagers who are attracted to both. Have you started
to think about these things?’’ ‘‘Usually girls your age start
to become interested in boys or other girls or both, have you
started to become interested in others?’’; and, ‘‘A lot of kids
I talk to who are your age are starting to figure out who
they are attracted to, and some guys tell me they are attracted
Table 1. Definitions with Examples
Category Definition Examples
Inclusive Sexuality talk where the
physician avoids using
specific gender, sex, or
sexually orientation
language unless it is
pertinent to the
adolescent’s previous
statements about sexual
identity, sexual
orientation, or sexual
behavior.
E1: ‘‘Any romantic stuff this year? Any crushes?’’ No. None. ‘‘Do you
want to?’’ No.
E2: ‘‘Have you had sex before?’’ Yes. ‘‘How often?’’ A few times.
‘‘Were these with boys, girls, or both?’’
E3: ‘‘What about pressures for dating at all?’’ No. ‘‘Have you had sex yet?’’
No. ‘‘Are you dating anyone?’’ Yes. ‘‘Is this a boyfriend or a girlfriend?’’
E4: ‘‘Have you ever had sex?’’ Yes. ‘‘Are you sexually active?’’ No.
‘‘Do you have a partner right now?’’ Mmm hmm. ‘‘And how long
have you been with that partner?’’ About two months.
Direct
Non-Inclusive
Sexuality talk where the
physician assumes the
adolescent is
heterosexual or
exclusively engages in
heterosexual sexual
activity.
E5: ‘‘Do you have a boyfriend?’’
E6: ‘‘What about sex–having sex with girls and stuff like that?’’
E7: ‘‘And you are a beautiful girl and I am sure boys have approached you.
Any sexual experimenting?’’ No. ‘‘It is all confidential here, we just
want you safe, you can always ask us anything. If you become sexually
active, condoms, condoms, condoms.’’
E8: ‘‘Ok, now about boys. Are you dating a boy now?’’
E9: ‘‘How many girlfriends do you have? Are you seeing any girls now?’’
E10: ‘‘Now I am going to ask you something personal. I ask all my teens
this question, so don’t be upset. Do you like girls or boys?’’ Boys.
‘‘Okay, okay. I didn’t think you liked girls. But, I have to ask.’’
Indirect
Non-Inclusive
Sexuality talk that assumes
heterosexual sex but
does not presume the
adolescent Is
heterosexual.
E11: ‘‘Boyfriend and girlfriend. People who have sex together. Do you
have any questions about that? Have you started doing that stuff?’’
E12: ‘‘And I always tell my teens is if someone is going to have sex
before marriage they should always always, always use a condom
and birth control. Every single time.’’
E13: ‘‘Anytime people have sex there are two major things we worry
about: pregnancy and infections. There are a lot of infections
out there. The best way people can avoid these things is to use
condoms and birth control.’’
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to girls, some say guys, and some say both. Some say they ha-
ven’t figured it out yet. Have you?’’ In all cases, physicians
usually tried to provide a larger context to the question regard-
ing attraction to help shape the idea that there are more than
one type of attraction possible for teenagers.
Asking about friends. The other way physicians began in-
clusive sexuality talk was by asking about the teenager’s
friends and their sexual activity. Three out of eight inclu-
sive sexuality conversations began with questions about
the teen’s friends and two additional conversations picked
up this line of questioning as well. Approaches such
as, ‘‘Have any of your friends started dating? Any boy-
friends or girlfriends or both?’’ ‘‘Do you know if your friends
started to have sex yet?’’ and, ‘‘Are your friends dating?’’
Physicians used this approach to then turn to the teenager’s
dating and sexual behavior by always using gender-neutral
or absent terms, such as ‘‘anybody,’’ ‘‘someone,’’ or ‘‘part-
ners’’ when asking about the teenager’s sexual activity.
Maintaining an inclusive conversation
Normalizing and legitimizing different attractions. One of
the common means used by physicians to maintain inclusive
talk was reinforcing the notion of multiple attractions and
identities. We heard this in all but two of the inclusive discus-
sions. Physicians often followed-up on questions about at-
traction with statements such as, ‘‘That’s important to ask
because a lot of teenagers may have different things they
are attracted to right?’’ ‘‘People like all different kinds of
people: male, female, both; black, white, green, red. Don’t
let anyone tell you who you should like.’’ and, ‘‘I see teens
of all types and I tell them the same thing: Be yourself.’’
Emphasizing non-judgment. One way that physicians
maintained inclusive talk was to stress non-judgment when
talking with teenagers. We heard this in five of the inclusive
Table 3. Sexuality Discussion Style by Adolescent, Physician, and Visit Characteristics
Inclusive Direct Non-Inclusive Indirect Non-Inclusive
Total, n (%) 8 (3.3%) 118 (48.2%) 119 (48.6%)
Adolescent
Gender
Male, n (%) 3 (0.6%) 53 (21.6%) 52 (21.2%)
Female, n (%) 5 (1.2%) 65 (26.5%) 67 (27.4%)
Participation
(> Yes or No response) 4 (1.6%) 72 (29.4%) 65 (26.5%)
Race
White, n (%) 3 (1.2%) 35 (14.3%) 49 (20.0%)
Black, n (%) 4 (1.6%) 64 (26.1%) 57 (23.3%)
Asian, n (%) 0 (0%) 2 (0.8%) 1 (0.4%)
Native, n (%) 0 (0%) 1 (0.4%) 0 (0%)
Multi-racial 0 (0%) 13 (5.3%) 8 (3.3%)
Missing = 8
Age
Years (SD) 14.3 (1.6) 14.7 (1.7) 14.5 (1.6)
Visit
min (SD) 28.0 (11.4) 24.6 (9.3) 23.5 (9.0)
Setting
Academic 7 52 49
Rural 0 8 8
Urban 1 58 62
Adolescent Alone
No 0 (0.0%) 29 (11.8%) 19 (7.7%)
Yes 8 (3.3%) 89 (36.3%) 100 (40.8%)
Table 2. Subject Characteristics of Those
with Sexuality Talk
Variables Mean/% SD
Adolescents (n = 245)
Age 14.6 1.6
Female 56%
Race
White 38%
Black 49%
Other 12%
Setting
Academic 44.1%
Rural 6.5%
Urban 49.4%
Physician (n= 49)
Age 40.5 7.7
Female 61%
Pediatrician 90%
Race
White 90%
Black 7%
Asian 3%
Years Since Medical School 12.27 9.03
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discussions. For instance, one physician reassured a boy who
was reluctant to talk about sex by saying:
‘‘Whenever you are ready I am here for you, ok? This is a safe
place. I want you to know that. It is not about judgments. You
should never feel judged. Ever. If you ever do, I want to know
about it. You should be able to come here and be yourself.
Whatever that is. Whoever that is. Just so you know, I am
here for you. I am your doctor.’’
Other physicians explicitly stated,
‘‘I want you to know that I am here for you and regardless of
who you are interested in or become interested in, I want to be
sure I can provide you the proper care.’’
In almost all the instances of non-judgment, the physician
did not try to force the teenager to disclose their attractions
or preferences, rather they asked and then followed-up
with their reassuring statements regarding their care for the
teenager.
Leaving the door open. In three of the inclusive discus-
sions, physicians explicitly mention to the teenager that ‘‘it is
okay if you don’t really know right now or haven’t thought
about it,’’ and, ‘‘If things change or, if along the way you decide
something else is right for you, I want you to let me know.’’
Non-inclusive conversations. Because our qualitative
analysis revealed similar categories for both direct and indi-
rect non-inclusive talk, we merged the two types of conversa-
tions into the broader category of non-inclusive talk. During
our analysis, we found two interaction sequences that physi-
cians often used when talking non-inclusively: discomfort
when discussing a sexuality conversation; and starting with
a sexuality discussion then quickly changing the subject.
Discomfort. After starting a sexuality conversation,
some physicians showed verbal discomfort with the topic:
approximately 20% of the indirect and 15% of the direct
non-inclusive discussions. For these conversations, physicians
often repeating partial statements and using vocal fillers such
as ‘‘ummm,’’ ‘‘errs,’’ and ‘‘uhs’’:
‘‘Uh. So this is..(pause) Uh, this is the point (pause) where
we (longer pause) where we.. (longer pause) Uh.. (pause)
Now, I don’t want to get you upset. It is just that.. (pause)
It’s just that we just sometimes ask.. (pause) Cause we
need, uh, we need to know.’’
Because our data were based on audio recordings, physi-
cians may have been responding to non-verbal cues to their
patient’s discomfort with sexuality talk, this we will never
know. However, careful review of the audio recordings
rarely suggested adolescents’ expressing discomfort with
questions of sexual attraction or identity.
Quickly changing the topic. Quickly changing the topic
after an initial question or statement about sexual activity
was common: 40% of indirect and 38% of direct non-inclusive
discussions. Seventy percent (35 out of 49) physicians had
at least one example of this approach. Examples of doctor/
patient conversations include:
‘‘Tried any cigarettes? Alcohol? Illegal drugs? Sexual activ-
ity of any kind?’’
‘‘Uh, no.’’
‘‘Good. What about school? Going well? Any problems
there? And do you have a girlfriend?’’
‘‘No.’’
‘‘Ok, what about your moods? Have you been depressed
lately?’’
And:
‘‘I always tell my teens, if you were to be sexually active,
he has to wear a condom, every single time because of dis-
eases and pregnancy. We don’t want that. Ok. Tell me
about your energy these day.’’
By changing the topic so quickly, physicians were able to
cover the topic of sexuality, which is one of the AAP’s rec-
ommended preventive health topics that be should be cov-
ered during an annual visit, without exploring or providing
guidance regarding the topic.
Discussion
We examined inclusive language in provider-adolescent sex-
uality talks during annual visits and found that, in our sample,
physicians rarely discussed sexuality in inclusive ways and
only in 3%of all visits.We found no physician, visit, or teenager
characteristics that were associated with inclusive language
use. We also found no relationship between teen participation
level in sexuality conversations and inclusive language use.
Physicians took a variety of approaches to inclusive lan-
guage. Sometimes they asked teens to whom theywere attracted
or would ask them about their friends attractions, sexual behav-
ior, and with which gender they were doing what. Occasionally,
they would focus on sexual identity rather than behavior. Those
physicians who maintained inclusive language frequently used
language that implied acceptance by talking about how normal
it may be for some to be attracted to people of different gen-
ders. In some cases, physicians would explicitly state that
they were a safe person with whom adolescents could talk
about sexual behavior and encourage them to return if and
when they had any questions. Essentially, in these encounters
physicians were able to create an atmosphere of safety for
adolescents where non-majority sexuality could be dis-
cussed. These various approaches are recommended within
the literature regarding sexual development.45–47
In non-inclusive conversations, even when physicians began
with inclusive language, they would negate it, likely fore-
closing additional exploration about the adolescents’ sexual
behavior and attractions. Non-inclusive conversations were
characterized by behaviors that we interpreted as signs of dis-
comfort with the general topic of sexuality and about sexual
identity such as verbal hesitancy and lack of word precision.
Our results echo those that have also found that physicians
often cite their own discomfort among reasons for omission
of sexual history and discussions of sexual behavior.48,49
Our study appears to be one of the first to examine the use
of inclusive language during a medical encounter with adoles-
cent patients becausewecould findnoother studies of inclusive
language use during such encounters. However, inclusive lan-
guage use has been endorsed in the literature. TheGay andLes-
bian Medical Association, in a companion document to the
Institute of Medicine’s (IOM) report, Healthy People 2010,
recommends the use of inclusive language in conversations
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and documents inmedical offices.50 LGBT youth ranked good
interpersonal skills of providers as their first concern followed
by experience with LBGT populations and inclusive lan-
guage use.51,52 Educators recommend inclusive language in
the classroom.53 While groups have recommended the use
of inclusive language, we have shown that it rarely happened
in our sample. We also found no studies that examined asso-
ciations of inclusive language use with LGBT adolescent out-
comes such as satisfaction, greater disclosure about sexual
behavior, increased knowledge about sexuality, increased
safer sex practices, reduced sexual risk taking, or improved
mental health. These studies remain to be done.
Implications for training
Given our conceptualization of adolescent sexual develop-
ment as a fluid process that may not include dichotomous de-
scriptions of young adolescents’ orientation, inclusive language
use may increase the effectiveness of health supervision for im-
proving adolescents’ sexual health and reducing risk of adverse
consequences of sex. This type of interviewing skill can be ac-
complished by addressing physicians’ own values related to sex-
uality, by increasing their understanding of the health relevance
of adolescent sexuality, and by skills building practice.
Limitations
There are several limitations to this study: First, no sexual
orientation demographic information was collected from ei-
ther the adolescent or the physician. Yet, we believe that sex-
uality talk in an inclusive manner does not require knowing
an adolescent’s sexual orientation. If we had had self-report
data about adolescents’ or providers’ sexual behavior, we
could have examined whether providers were less comfort-
able with sexual minority youth or whether sexual minority
physicians talked differently with adolescents; Second, the
visits were all from the southeast area of the United States
and may not generalize to other areas in the United States.
However, we purposefully collected data from both academ-
ically-affiliated and community-affiliated clinics as well as
clinics in rural, suburban, and urban settings to provide a
wide range of visits. However, because this part of the coun-
try is known to be more conservative about sexuality, the use
of inclusive language may be lower than may be found in
other parts of the country; Third, all adolescents in this
study had BMI z-score ‡ 85th for age/gender. Although all
the adolescents were overweight, there is no theoretical rea-
son why sexuality talk should differ compared to other ado-
lescents. In fact, some studies have found that overweight
adolescents are more likely to engage in risky sexual behav-
iors55,56 and that LGBT youth may be more likely to be over-
weight.5 Fourth, adolescents and physicians were aware that
they were being audio recorded. Thus, having an audio re-
corder in the room may have altered any sexuality talk;
Finally, we did not analyze other health care providers,
such as, physician assistants, nurse practitioners, nurses,
and other health care workers. Future studies examining
these other groups would aid in better understanding the
larger healthcare environment that adolescents navigate.
Future research
We propose that the next step is to conduct intervention
studies that compare communication strategies for initiating
and carrying-on sexuality discussions with adolescents.
Interventions could compare conversations that start with
sexual behavior, as we described above, versus those that
start with asking broad questions about sexual knowledge.
Because LGBT adolescents are at-risk for adverse health out-
comes such as obesity, smoking, drug and alcohol abuse, and
homelessness,10,11,13,57 it is important that primary care pro-
viders develop strong relationships with them to provide pre-
ventive services. While there is growing acceptance of
diverse LGBT communities in the US, many adolescents re-
main confused and unsupported and at risk for bullying and
rejection by peers, some religious communities, and family
members.8,58,59 Additionally, studies could examine and
help bring awareness to physicians use of subtle, uninten-
tional, and commonplace non-inclusive language and teach
physicians ways to avoid this language during sexuality
talk with teenage patients. It is vital we investigate the
most successful communication strategies for engaging ado-
lescents as their sexuality and sexual identity develop.
We also propose that intervention studies should also exam-
ine ways to increase physicians’ self-efficacy, awareness, and
comfort in discussing sexuality because research shows that
experience alone does not improve communication.54 These
training programs should focus on teaching how to reinforce
effective communication principles with adolescents such
as establishing an open environment for sex discussions, dem-
onstrating empathy, promoting autonomy; learning effec-
tive techniques with adolescents like the use of sexuality
unbiased statements, focusing on behavior counseling, using
non-judgmental statements; increasing self-efficacy and confi-
dence in communicating effectively with adolescents about sex
and sexuality such as having physicians practice and receive
positive reinforcement; and addressing specific sexual minority
healthy issues like assessing psychological distress, previous
victimization and high risk behaviors.30,57,60–64 Studies should
examine ways to make such training easy for physicians to ac-
cess and immediately applicable to their practice needs.
Conclusion
Physicians almost never used inclusive language when
discussing sexuality with adolescents but typically used
non-inclusive language. Non-inclusive language was almost
evenly split between direct and indirect non-inclusive lan-
guage. There were no significant differences in language
use by gender, age, adolescent race, or visit length. The re-
sults show that physicians are missing important opportuni-
ties to create safe environments for teenagers to discuss
sexuality. Inclusive language allows safe and confidential
discussion of diverse attractions, identity, and behaviors.
Because many adolescents’ sexual identities are still form-
ing, physicians need to create an environment for adolescents
to talk about sexuality without a priori assumptions about
sexual orientation, sexual identity or sexual behavior.
Practical implications for healthcare providers
Although rarelydone, physiciansmayplay important roles in
creating safe environments for adolescents to talk about sexual-
ity. These discussions may provide comfort and guidance in
navigating the sometimes-confusing journey of adolescent sex-
ual development. Maintaining the use of inclusive language
during the interview may offer adolescents opportunities to
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think about and discuss their own developing sexuality at that
visit and at future visits. Although talking in an inclusive man-
nermaybedifficult, atfirst, for physicians, it is a skill that canbe
learned and we recommend be integrated into routine clinical
care for adolescents. We suggest starting with inquiries about
sexual behavior and following the adolescents’ lead whether
to discuss attractions or identity. If the adolescent discusses
being attracted to one person or gender, follow along but
don’t steer the conversation. If adolescents speak about sexual
identity, allow them to continue. If they talk about difficulties,
validate their concerns as a normal part of developing a sexual
identity.When adolescents are struggling, it is also important to
assess for depression, anxiety, or suicidal ideation.
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